1. Introduction {#s0005}
===============

Family violence is a serious health issue negatively impacting both individual and societal well-being. Globally, 23--38% of women have experienced physical or sexual violence by their intimate partner and 42% of them have sustained injuries ([@b0055]). The most recent population-based study conducted in Finland by [@b0070] showed that 17% of women have been abused by their current partner and 42% by a previous partner, the respective numbers for men being 16% and 22%. Annually, about one in ten Finnish citizens are subjected to violence, with women experiencing most often family violence and sexual violence and men other forms of interpersonal violence. Furthermore, over 20% of family violence victims but less than 10% of other victims report having been assaulted more than 10 times during their lives. Although family violence is at least as common as other violent crime, its costs to society and prevention tend to be discussed less. Besides acute injuries, family violence has been shown to have various long-lasting effects, such as poorer functional and self-reported health, backache, stomach pain, headache, psychosomatic symptoms, obstetrical and gynecological issues, sleep problems, memory loss and dizziness ([@b0035], [@b0055]). The most common mental health issues linked with family violence are depression, anxiety and PTSD ([@b0005], [@b0035], [@b0065]). Victims of family violence are also known to be more suicidal and to have more substance abuse issues than the general population ([@b0010], [@b0035], [@b0055]). Repetitive victimization has been associated with the severity of mental health issues resulting from violence ([@b0020], [@b0035]) and thus the health effects caused by family violence are likely to be longer-lasting and more detrimental than those of other violence. Victims of family violence and sexual violence have also been found to experience more psychological distress than victims of non-sexual and non-intimate assaults ([@b0155]).

While only a minority of victims of interpersonal violence seek help ([@b0070]), the numerous health impairments associated with family violence cause its victims to use health care services more often than the general population ([@b0035], [@b0065], [@b0080]). These services include EDs and trauma centers, where 1--8% of all visits ([@b0050], [@b0065], [@b0110], [@b0115]) and 13% of assault-related visits ([@b0150]) have been found to be direct outcomes of family violence. Moreover, 8--20% of patients presenting to EDs have experienced family violence within the past year and 16--40% during their lifetime ([@b0005], [@b0140], [@b0160]). In Finland, 7% of ED patients have reported recent and 20% life-time family violence ([@b0110]). Thus, emergency care could be a significant intervention point for victims of family violence. However, the majority of family violence victims are likely to remain unidentified in the day-to-day practices of EDs ([@b0075]) while those who are identified have typically already suffered several assaults ([@b0050], [@b0090]). After their identification, many victims also revisit EDs ([@b0030], [@b0080], [@b0135]), a situation that further highlights the need for more efficient family violence interventions in emergency care. Currently it seems that most family violence victims identified "naturally" in EDs are diagnosed with external injuries ([@b0025], [@b0050]). This, however, fails to account for the majority of victims, who present to EDs with other issues, such as infections, obstetrical and gynecological complaints, pain and mental health problems ([@b0050], [@b0080], [@b0160]). Additionally, studies have demonstrated that physical injuries resulting from family violence are not significantly different from those sustained by other victims of violence ([@b0125], [@b0150]).

Electronic patient systems could potentially be applied to prompt care providers to ask about family violence in high-risk cases ([@b0105]). This might significantly shorten the delay in the identification of family violence victims. For example, Reis and colleagues (2009) reported that their predictive model was able to identify high-risk patients 27--34 months before family violence was identified. The risk factors identified in the few existing longitudinal studies include external injuries, a higher frequency of health care visits (especially to EDs), headache, urinary tract infections, prenatal complications, STDs, HIV concerns, substance abuse and previous, non-recent experiences of family violence ([@b0015], [@b0045], [@b0130]). The predictive value of these markers has, however, been inconsistent. While several studies have found mental health issues to predict family violence identification ([@b0015], [@b0045], [@b0130]), conflicting results have also been reported ([@b0080]). Predictors of family violence have also been noted to differ depending on the victim's age and gender ([@b0015], [@b0045], [@b0130]). It seems that women are more likely to experience family violence and to seek treatment for injuries resulting from family violence, whereas men are more likely to experience other violence and to seek medical treatment for injuries resulting from non-familial violence ([@b0060], [@b0070], [@b0150]). To our knowledge, no previous studies have directly compared the predictive factors between family violence, sexual violence and other violence using longitudinal data.

Additionally, little longitudinal research has addressed the mental and somatic health of family violence victims naturally identified in EDs and no such studies have been conducted in Finland. This study contributes to filling an important gap in violence research and improve understanding of the ways in which victims of family violence differ from other victims of interpersonal violence.

Our first research question concerns possible differences between victim groups on their identification date. We predict that identification of victims of interpersonal violence in emergency care is based on injuries and thus no significant somatic differences can be detected between violence groups on their identification date (H1). Our second research question concerns the health effects of interpersonal violence. We predict that the health effects of family violence are longer-lasting and more detrimental than those of other forms of violence (H2). Finally, our third research question concerns possible predictors of family violence. We predict that specific health symptoms can be identified as predictors of family violence (H3).

2. Method {#s0010}
=========

2.1. Data and procedure {#s0015}
-----------------------

The study was conducted in a middle-sized Finnish central hospital. The sample for retrospective chart review included all patients who visited the hospital's ED in 2011--2014 and were assigned an ICD-10 diagnosis code indicating interpersonal violence. Initially, 518 patients were identified but after removing falsely identified accident victims (*n* = 120), patients whose medical records were out of reach due to residence in other municipality (*n* = 22) and children under 16 years of age (*n* = 31), the final sample for analysis was 345. This covers 0.1% of the total 340 308 ED visits recorded during the study period. Descriptive information on the final sample is presented in [Table 1](#t0005){ref-type="table"}. The sample contained slightly more women than men. Mean participant age was 32.0 years (range 16 -- 86 years). Based on the recorded date of identification, a participant was labelled as having experienced family violence if the perpetrator was reported to be a spouse, ex-spouse, dating partner, child, parent or other family member of the patient. Two family violence patients reported experiencing sexual violence, one psychological violence and the remainder physical violence. Participants seeking help due to sexual assault by an unknown perpetrator were assigned to the sexual violence group. The remaining participants reporting physical assault by a non-family perpetrator were labelled as having experienced other violence. Diagnostic variables at the date of identification and during the preceding and following 24 months were retrieved from medical records. Health outcomes were grouped according to the ICD-10 main categories (I-XXII), except that normal childbirth was separated from pregnancy with complications, yielding 23 main diagnostic categories. For the purpose of this paper, the ICD-10 diagnostic category XXI including medical examinations, contact for counselling and additional codes for socioeconomic and psychosocial concerns is referred to as "other diagnoses". Mental health diagnoses were first investigated together as one of the main categories and then in more detail by constructing separate variables for all 11 ICD-10 diagnostic groups F0-F99. Separate variables were also constructed for symptoms and health issues known to be associated with family violence but which are scattered across several different ICD-10 main categories. These included STDs, nutritional problems, neurological symptoms, sleep disturbances and pain. A dichotomous yes/no coding, indicating whether a participant had experienced each of the health outcomes during the studied time periods, was used for all diagnostic variables.Table 1Sample descriptives and adjusted residuals for crosstab analyses. Research conducted in Finland 2011--2014.VariableAllFamily violenceSexual violenceOther violence(N = 345)(N = 111)(N = 32)(N = 202)Gender[\*](#tblfn1){ref-type="table-fn"} Women53.3%90.1%[+](#tblfn4){ref-type="table-fn"}100%[+](#tblfn4){ref-type="table-fn"}25.7%[-](#tblfn5){ref-type="table-fn"} Men46.7%9.9%[-](#tblfn5){ref-type="table-fn"}0%[-](#tblfn5){ref-type="table-fn"}74.3%[+](#tblfn4){ref-type="table-fn"}Age group[\*](#tblfn1){ref-type="table-fn"} 16--174.3%1.8%18.8%[+](#tblfn4){ref-type="table-fn"}3.5% 18--3052.8%43.2%[-](#tblfn5){ref-type="table-fn"}71.9%[+](#tblfn4){ref-type="table-fn"}55.0% 31--5029.6%36.9%[+](#tblfn4){ref-type="table-fn"}6.3%[-](#tblfn5){ref-type="table-fn"}29.2% ≥5113.3%18.0%3.1%12.4%Any diagnosis before[\*](#tblfn1){ref-type="table-fn"}83.5%89.2%[+](#tblfn4){ref-type="table-fn"}93.8%78.7%[-](#tblfn5){ref-type="table-fn"}Any diagnosis after[a](#tblfn2){ref-type="table-fn"}90.7%91.9%100%88.6%Mental health diagnosis before38.8%39.6%56.3%[+](#tblfn4){ref-type="table-fn"}35.6%Mental health diagnosis after[b](#tblfn3){ref-type="table-fn"}51.9%60.4%62.5%64.4%Age[\*](#tblfn1){ref-type="table-fn"} M (SD)32.0(13.12)34.8(13.62)23.6(1.66)31.9(12.81)[^1][^2][^3][^4][^5][^6]

2.2. Statistical analysis {#s0020}
-------------------------

In the first part of the analysis, the dependent variable was violence type and the independent variables were gender, age and the different ICD-10 diagnostic categories. Differences between the three violence groups in gender and the diagnostic variables were analyzed using crosstabs. To reduce the chance of type I errors, statistically significant differences were reported only for diagnostic variables for which at least one of the violence groups contained not less than 10 positively identified cases. To avoid type II errors, variables that indicated significant differences in crosstabs (adjusted residual (AR) ≥ 2.0 or ≤−2.0 and *n* ≥ 10) were reported even in cases where the overall chi-square test between the three violence groups was non-significant. Because the data contained several significant outliers and Levene's test indicated unequal variances between the violence groups (*F* = 6.42, *p* = .002), the non-parametric Kruskal-Wallis test was used to analyze between-group age differences. Significance values for post-hoc comparisons were adjusted by Bonferroni correction for multiple tests. In the second part of the analysis, multinomial logistic regression was used to investigate variables predictive of violence classification, with violence type as the dependent variable and family violence as the reference category. Possible predictors were initially identified in the first part of the analysis and variables that indicated significant differences between two or more violence groups (*p* \< .05 or AR ≥ 2.0/≤−2.0 in one or more crosstab cells) were then tested for multicollinearity. Predictors with no multicollinearity issues were entered one by one to the logistic regression model as independent variables. At each step, non-significant predictors that produced no pairwise differences between violence groups were removed from the model.

3. Results {#s0025}
==========

3.1. Group differences on the identification date {#s0030}
-------------------------------------------------

Descriptive information on the sample is presented in [Table 1](#t0005){ref-type="table"}, including significant ARs for the crosstab analyses. 32.2% of the identified patients came to the ED owing to family violence, 9.3% to sexual violence and 58.6% to other violence. All the victims of sexual violence and 90.1% of the family violence victims were women, whereas 74.3% of the other victims were men. These gender differences were statistically significant (χ^2^(2) = 150.04, *p* \< .001).

The Kruskall-Wallis tests indicated a significant age difference between the three violence groups (χ^2^(2) = 24.59, *p* \< .001), with mean ranks of 194.28 for family violence, 173.64 for other violence and 95.16 for sexual violence. Post-hoc analyses showed that victims of sexual violence were significantly younger than victims of family violence (*p* \< .001) or other violence (*p* \< .001) but the age difference between victims of family violence and other violence was non-significant (*p* = .239).

On their identification date, 79.1% of all victims had been diagnosed with injuries, but only 4.6% assigned a more specific code for the external cause of the injury (e.g., family violence). Women experiencing family violence (χ^2^(2) = 89.62, *p* \< .001; AR = 5.6) and men experiencing other violence (χ^2^(1) = 9.21, *p* = .002; AR = 3.0) were more likely to be diagnosed with injuries than other groups. Victims of sexual violence, in turn, were diagnosed with injuries less often than other violence groups (χ^2^(2) = 89.62, *p* \< .001; AR = -9.4). Other diagnoses were documented for 20.0% of patients and 35 (10.1%) patients were assigned this diagnostic category alone, i.e., without any other primary diagnosis. This group included 29 (90.6%) of the sexual violence victims, who received rape-related medical examinations only and were thus assigned to this category more often than other violence groups (χ^2^(2) = 146.50, *p* \< .001; AR = 9.3).

Injuries and other diagnoses were by far the most common diagnostic categories on the identification date. Mental health disorders were diagnosed for 5.2% and unspecified symptoms for 2.3% of the participants. The prevalence of pregnancy complications, genitourinary problems, diseases of the musculoskeletal system and diseases of the circulatory system ranged between 0.3 and 0.9%. Differences in these variables between the violence groups were either non-significant or could not be computed reliably owing to low prevalence rates.

3.2. Diagnostic differences before and after identification {#s0035}
-----------------------------------------------------------

As shown in [Table 1](#t0005){ref-type="table"}, the majority of the participants had used health care services both before and after their identification. On average, the prevalence of preceding diagnoses was significantly higher among victims of family violence than other victim groups (χ^2^(2) = 8.34, *p* = .015), but after identification the difference between violence groups was no longer significant (χ^2^(2) = 4.52, *p* = .104). The most prevalent mental and somatic diagnostic categories in the sample are listed in [Table 2](#t0010){ref-type="table"} while the categories indicating significant differences between the three violence groups are displayed in [Table 3](#t0015){ref-type="table"} along with relevant chi-square and p-values. Compared to other victim groups, victims of family violence had significantly more genitourinary problems both before and after their identification and more neurological problems before identification. After identification, victims of family violence had significantly more diseases of the respiratory system and genitourinary problems and less substance-related disorders than victims of other violence, but no significant differences existed between victims of family and sexual violence in regard of these variables. The ARs listed in [Table 3](#t0015){ref-type="table"} indicate some additional cell differences within variables where the overall difference between groups was non-significant. Thus, victims of family violence had potentially more mood disorders before identification and more diseases of the nervous system both before and after identification than other two victim groups.Table 2Most prevalent diagnostic categories before and after identification of violence. Research conducted in Finland 2011--2014.Before identification dateAfter identification dateOther diagnoses66.7%Other diagnoses69.0%Mental health disorders38.8%Mental health disorders51.6% Neurotic disorders21.7% Neurotic disorders29.3% Mood disorders17.7% Mood disorders24.6% Substance-related disorders15.9% Substance-related disorders20.0%Injuries32.2%Injuries50.7%Unspecified symptoms29.9%Unspecified symptoms34.5%Pain25.2%Pain33.3%Musculoskeletal diseases21.2%Musculoskeletal diseases30.4%Diseases of the digestive system16.2%Diseases of the digestive system32.2%Respiratory diseases15.9%Respiratory diseases24.3%Skin diseases12.2%Neurological symptoms14.5%Genitourinary diseases11.6%Skin diseases14.2%Table 3Diagnostic differences between violence groups. Research conducted in Finland 2011--2014.VariableBefore identification dateAfter identification dateFamily violenceSexual violenceOther violenceχ^2^df*p*Family violenceSexual violenceOther violenceχ^2^df*p*(N = 111)(N = 32)(N = 202)(N = 111)(N = 32)(N = 202)Mental health problems total39.6%56.3%[+](#tblfn6){ref-type="table-fn"}35.6%4.9820.08351.4%62.5%50.0%1.7320.421Mood disorders24.3%[+](#tblfn6){ref-type="table-fn"}18.8%13.9%[-](#tblfn7){ref-type="table-fn"}5.4220.06728.8%28.1%21.8%2.1520.342Substance-related disorders13.5%9.4%18.3%2.3720.306**13.5%**[-](#tblfn7){ref-type="table-fn"}**6.3%**[-](#tblfn7){ref-type="table-fn"}**25.7%**[+](#tblfn6){ref-type="table-fn"}**10.8620.004**Neurotic disorders**22.5%46.9%**[+](#tblfn6){ref-type="table-fn"}**17.3%**[-](#tblfn7){ref-type="table-fn"}**14.2420.00136.0%40.6%23.8%**[-](#tblfn7){ref-type="table-fn"}**7.4120.025**Diseases of the respiratory system18.9%18.8%13.9%1.5820.455**34.2%**[+](#tblfn6){ref-type="table-fn"}**40.6%**[+](#tblfn6){ref-type="table-fn"}**16.3%**[-](#tblfn7){ref-type="table-fn"}**17.532\<0.001**Diseases of the nervous system12.6%[+](#tblfn6){ref-type="table-fn"}3.1%5.9%5.5020.06417.1%[+](#tblfn6){ref-type="table-fn"}3.8%9.4%4.2820.118Genitourinary problems**17.1%**[+](#tblfn6){ref-type="table-fn"}**18.8%7.4%**[-](#tblfn7){ref-type="table-fn"}**8.3320.01623.4%**[+](#tblfn6){ref-type="table-fn"}**12.5%4.5%**[-](#tblfn7){ref-type="table-fn"}**25.762\<0.001**Complications of pregnancy**9.9%**[+](#tblfn6){ref-type="table-fn"}**3.1%2.0%**[-](#tblfn7){ref-type="table-fn"}**10.3720.00616.2%**[+](#tblfn6){ref-type="table-fn"}**18.8%**[+](#tblfn6){ref-type="table-fn"}**1.5%**[-](#tblfn7){ref-type="table-fn"}**27.392\<0.001**Unclassified symptoms36.0%37.5%25.2%[-](#tblfn7){ref-type="table-fn"}4.9720.08436.0%31.3%34.2%0.2820.871Injuries32.4%18.8%34.2%3.0120.22250.5%31.3%[-](#tblfn7){ref-type="table-fn"}54.0%5.7120.058Neurological problems**9.9%**[+](#tblfn6){ref-type="table-fn"}**0.0%4.5%6.0720.048**18.9%9.4%12.9%2.8620.239Other diagnoses**65.8%90.6%**[+](#tblfn6){ref-type="table-fn"}**63.4%9.3020.010**70.3%84.4%[+](#tblfn6){ref-type="table-fn"}65.8%4.5620.102[^7][^8][^9]

3.3. Predictors of family violence {#s0040}
----------------------------------

Variables indicating significant differences between the violence groups, and thus included in the multinomial logistic regression model, were mood disorders, neurotic disorders, diseases of the nervous system, genitourinary problems, pregnancy complications, unclassified symptoms, neurological symptoms, other diagnoses, age and gender. While several of these variables were significantly inter-correlated (*p \<* .05), the VIFs for all the variable combinations were \< 3, indicating that multicollinearity should not present a problem when constructing the logistic regression model ([@b0100]). Variables were added to the model in the presented order. The final logistic regression model displayed in [Table 4](#t0020){ref-type="table"} was statistically significant (χ^2^(4) = 198.73, *p* \< .001) but only included age and gender as significant predictors of violence classification. According to the model, victims of family violence were older than victims of sexual (*B* = 0.10, *p* \< .001) or other violence (*B* = 0.03, *p* = .022) and 28 times more likely to be women (*B* = 3.35, *p* \< .001) than victims of other violence. The model significantly classified 73.0% of all cases and 88.3% of the family violence victims. However, the ROC curves demonstrated that the model only had sufficient sensitivity and specificity when predicting the classification for victims of other violence (AUC = 0.844), but not for victims of family (AUC = 0.264) or sexual violence (AUC = 0.122).Table 4Final multinomial logistic regression model with significant predictors of violence classification. Research conducted in Finland 2011--2014.Family violence vs sexual violenceFamily violence vs other violencePredictorsB(SE)OR\[95% CI\]B(SE)OR\[95% CI\]Intercept14.73(0.79)----−3.55(0.54)----Age0.10(0.03)1.11\[1.05--1.17\]0.03(0.01)1.03\[1.00--1.05\]Gender[\*](#tblfn8){ref-type="table-fn"}--------3.35(0.37)28.38\[13.86--58.12\]  **Model fit**Likelihood ratioCorrectly predictedχ^2^df*p*Nag.R^2^AllFamily violenceSexual violenceOther violence198.7340.0000.52573.0%88.3%74.3%12.5%[^10][^11]

4. Discussion {#s0045}
=============

This retrospective chart review analyzed the health symptoms of family violence victims naturally identified in emergency care and compared them with those of patients experiencing other forms of interpersonal violence. The majority of all the identified patients presented to ED with physical injuries. Injuries were especially common among women experiencing family violence and men experiencing other violence. No other diagnostic differences recorded on the identification date were statistically significant. This supports our first research hypothesis and corresponds with previous research proclaiming that identification of family violence in emergency care is based on external injuries ([@b0025], [@b0050]). However, some demographic differences appeared between the identified violence groups. Victims of family and sexual violence were mostly women and other victims men which resembles previous findings of gender differences ([@b0060], [@b0070], [@b0150]). Majority of all identified victims were young, which matches data from previous Finnish population-based studies on violence victimization ([@b0070], [@b0120]), but in the present sample victims of family violence were also found to be significantly older than victims of sexual and other violence. Older age of the family violence victims is in line with these patients being exposed to violence for an extended time before their identification ([@b0050], [@b0090]). This delay in identification was further supported by the fact that victims of family violence received significantly more diagnoses two years before their recognition than the other victim groups.

Further analysis revealed that the victims of family violence experienced significantly more genitourinary problems, pregnancy complications and neurological symptoms, and possibly more mood disorders and diseases of the nervous system before identification than the other victim groups. Respectively, two years after their identification the victims of family violence experienced significantly more genitourinary problems and potentially more diseases of the nervous system than the other two victim groups. Compared to victims of other violence, victims of family and sexual violence also had significantly more diseases of the respiratory system and complications of pregnancy. Additionally, victims of family and other violence potentially experienced more injuries and less other diagnoses than victims of sexual violence. The fact that victims of family violence presented most varied health symptoms both before and after recognition supports our second hypothesis. These findings are in line with the well-established research evidence concerning the detrimental health effects of family violence ([@b0005], [@b0010], [@b0035]; Ellsberg et al., 2008; [@b0065]), although the detected differences between violence groups were not as clear as in previous samples comparing victims of family violence to non-victims. For example, majority of all participants regardless of violence type were diagnosed with further injuries and/or with mental health disorders after their identification. However, clear qualitative differences existed between groups in regard of mental health disorders: victims of family and sexual violence experienced significantly more neurotic disorders after recognition than victims of other violence, who, in turn, were diagnosed with substance-related disorders significantly more often than the two other groups. These findings conform to previous studies associating family and sexual violence with anxiety and post-traumatic stress ([@b0035], [@b0055]) and other violence with substance-related disorders ([@b0070], [@b0145]).

The detrimental health effects of family violence are especially worrying given that these patients are rarely identified in health care ([@b0075]). Another study conducted at the same hospital demonstrated that 7% of all ED patients have experienced recent family violence ([@b0110]), whereas the present sample indicates that only 0.5% of these patients are identified and sufficiently reported at the day-to-day practice of the ED. Although this identification rate is slightly underestimated due to the repetitive visits by the identified victims, both present and previous samples demonstrate that patients experiencing family violence are systemically under-identified in EDs and other medical settings. This seems to be especially true for victims seeking help for other issues than physical injuries. Furthermore, the repeated injuries and prolonged health care problems revealed in the present sample indicate that simply being identified is not automatically helpful for patients experiencing family violence. More effective intervention measures are thus needed in health care services.

Efficient interventions combined with earlier and more comprehensive identification of family violence could significantly lessen the burden that prolonged abuse imposes on both individuals and health services. Since universal screening for family violence has been controversial ([@b0075], [@b0090]), several studies have tried to discover "red flags" for family violence that can be applied in health care settings. The present study provides some support for previously discovered markers, such as repeated injuries and mental health symptoms ([@b0015], [@b0045], [@b0130]). However, when the predictive value of gender and age were controlled for, the victims of family violence were no longer significantly distinguished from the other victim groups in any of the diagnostic classes. Our third research hypothesis was thus not supported and no recommendations can be made concerning specific risk markers for screening purposes. Future research might increase our understanding of predictive factors, but the health care services should also acknowledge that universal screening of family violence might be needed due to the prevalence of this problem.

When developing screening policies, it should be taken into account that distinguishing victims of family violence from other victims of interpersonal violence is more difficult than separating them from non-victims. For example, many health outcomes commonly associated with family violence, such as pain, sleep problems and undefined health symptoms, did not significantly differentiate the studied victim groups from one another. Additionally, the detected health differences were clearer before than after identification. In the case of mood disorders and neurological symptoms this change can be attributed to the tendency for the victims of sexual and other violence to reach the previously higher level of the family violence victims, whereas for neurotic disorders the prevalence rates among the family violence patients reached the level of the sexual violence patients. These patterns are interesting and highlight the need for more longitudinal research on the health effects of interpersonal violence. It is also likely that different victim groups require specific treatment after identification, and thus in both research and practice more attention should be paid to the differences between victims of family violence, other violence and sexual violence.

However, it is also important to notice that victims of family and sexual violence presented more similar health symptoms than victims of other violence. The similarity of the health effects associated with family and sexual violence has been supported by previous research, as well ([@b0055]). Interpersonal violence is a highly gendered issue with women being mostly exposed to family and sexual violence perpetrated by men, and men to non-familiar violence by other men ([@b0070]). In the present sample, the victims of family and sexual violence were diagnosed with significantly more physical and mental health issues than victims of other violence, which emphasizes the harmfulness of these forms of violence typically experienced by women. These findings highlight that interpersonal violence is not only a personal issue, but instead a sociopolitical problem that requires more decisive interventions and preventive actions throughout the society, including in health care settings.

While the present study provides valuable new insights on the topic, its limitations should be taken into account. First, the generalizability of the results is questionable due to the low rate of identification of family violence victims in the studied ED. Moreover, no reliable information on possible polyvictimization in the sample is available. Due to the high prevalence of family violence in Finland, it is likely that several participants in the other violence and sexual violence groups had also experienced family violence at some point during their lives. This could hide health differences between the violence groups. Furthermore, it is unclear to what extent the differences found in crosstabs between the patients experiencing family, sexual and other violence can be attributed to gender rather than the type of violence. It is known that women use health care services more frequently than men ([@b0085], [@b0095]) and also more often seek help after experiencing violent crime ([@b0155]). On the other hand, it has been argued that the higher frequency of domestic and sexual abuse experienced by women might at least partly explain their higher use of health care ([@b0040]). Another limitation of the sample is that no other sociodemographic factors other than gender and age were available for analysis. For these reasons, more studies are needed before robust conclusions can be drawn on the health differences between victims of different forms of interpersonal violence.

5. Conclusion {#s0050}
=============

The present findings demonstrate that family violence is a prevalent problem among patients presenting to emergency care and that its effects on victims' health are at least as significant as those of other forms of interpersonal violence. However, family violence is seriously under-identified in emergency care, with the result that victims are likely to suffer from a wide range of mental and somatic health issues and to make repeat visits to EDs and other medical services. When advocating the need of family violence identification in EDs, it should be borne in mind that differentiating victims from non-victims of family violence is likely to be easier than differentiating between victims of family violence and victims of other types of violence. On the other hand, distinguishing between family, sexual and other violence could facilitate the provision of more suitable and effective treatment for these patient groups in health care settings.
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[^1]: M = mean, SD = standard deviation.

[^2]: Significant group difference (*p* \< .001).

[^3]: Identification date excluded.

[^4]: Identification date included.

[^5]: Adjusted residual ≥ 2.0.

[^6]: Adjusted residual ≤ −2.0.

[^7]: *Note.* Significant three-way group differences (*p* \< .05; *n* ≥ 10) are marked in bold.

[^8]: Adjusted residual ≥ 2.0.

[^9]: Adjusted residual ≤ −2.0.

[^10]: Pearson goodness-of-fit: χ^2^(172) = 164.80, *p* = .640.

[^11]: Comparison group = men. Gender effect could not be computed for family violence vs sexual violence, as all participants in sexual violence group were women.
